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omestic violence is increasingly recopised as an 
important public health issue, resulting in significant 
physical, psychological and social impairment. 
Health professionals frequently and often unknowingly 
conie into contact with abused women. l’imely identificationv
and referral of women to the appropriate communiv
services can internipt the cycle o f  violence, prevent further 
injury and initiate the help-seeking process. This review 
examines the prevalence of violence during pregnancy and 
related health effects. Kisk markers associated with violence 
are presented along with suggestions for identifying avnd 
dealing with disclosures of violence. 
DEFINITION 
A widely accepted definition of domestic violence is the 
physical, sexual or emotional abuse of an adult woman 
by a man with whom she has or has had an intimate 
relationship, regardless of whether the couple are living 
t0gether.l Although domestic violence can be perpetrated 
by other family members or occur within same-sex 
relationships, it is argued that male partners particularly 
use violence in order to maintain dominance and control 
over female partners.? Women who experience domestic 
violence are more likely than men to experience serious 
injury and live in fear of their violent partners3 
Definitions of domestic violence vary according to the 
frequency, severity and nature of the violence, as well as 
the context in which it occurs and the relationship 
between the  victim and the perpetrator.4 
EPIDEMIOLOGY 
Epidemiological studies of domestic violence in the UK have 
found the lifetime prevalence of doiiiestic violence to he 1 
in 3-4 womens7 and annual prevalence rates of 1 in 9-10 
 omen.^,*,^ Differences in estimates are largely due to the 
usevrd definitions and methodological designs. 
THE EXTENT OF DOMESTIC 
VIOLENCE IN PREGNANCY 
Although an understanding of domestic violence is 
necessary in gynaecology, it is particularly iniportmt in 
obstetric care. Studies suggest that pregnancy often triggers 
domestic violence or exacerbates a pre-existing problem, 
although it can also be associated with a reduction in 
violence. l@13 Moreover, the pattern of violence may 
change, witli assaults directed to the abdomen, breasts and 
genitals.12 
Reported rates of physical, sexual or  emotional violence 
by a partner during pregnancy range from 0.9%14 to 
20.2%.15 The research predominantly comes from the USA 
and Scandinavia and the studies are summarised in Table 1. 
There has been no published British study on the extent 
and effects of domestic violence in pregnancy-? although 
there are preliminary reports of rates of 1.€&5.8%.16 Higher 
rates are elicited in response to direct questioning by 
trained health professionals17 and repeated questioning.l8 
Women appear to be at greater risk of violence during the 
postpartum period18 and one study has found higher rates 
of domestic violence among pregnant teenagers. l9  
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Table 1. Domestic violence in pregnancy and postpartum: epidemiological studies 
First author 
Amaro (1 990)41 
(year) 
Sample 
size (n) 
1243 
342 
488 
275 
290 
742 
358 
1203 
934 
548 
502 
Perpetrator(s) Data collectlon method Period of 
observation 
Entire 
pregnancy 
Prevalence (YO) and 
type of vlolence 
7%, physical, 
sexual 
‘Was the assailant 
known to you?’ 
2 interviews: 1 during first 
prenatal visit and 1 
immediately postpartum 
1 interview during first 
prenatal visit 
1 interview 2-5 days 
postpartum 
Berenson (1 992)42 
Campbell (1992)lO 
Not specified Up to first visit 6.7%, physical 
‘The man you are 
with’ and ‘anyone 
else’ 
‘Someone close 
to you’ 
Entire pregnancy 7.2%, physicala 
Gielen (1994)18 4 interviews: 3 during 
pregnancy and 1 at 6 
months postpartum 
1 interview at any point 
in pregnancy 
1 interview during first 
prenatal visit 
1 interview during third 
trimester 
3 interviews during first 
prenatal visit and during 
second and third trimesters 
Entire pregnancy 
and 6 months 
postpartum 
Varied 
1 O%, physical 
prenatally;b 19%, 
physical postpartumb 
8%, physical Helton (1 987)43 
Hillard (1 985)12 
O’Campo (1994)15 
Parker (1 994)“ 
‘Male partner’ 
‘Anyone at home’ Up to first visit 3.9%, physical 
‘Someone else 
close to you’ 
‘Husband, 
ex-husband, 
boyfriend, 
stranger, other’ 
Not collected 
Up to third 
trimester 
Up to third 
trimester 
20.2%, physical 
16%, physical 
Sampselle (1992)14 Self-administered 
questionnaire at any point 
during pregnancy 
Self-administered 
questionnaire during 
pregnancy 
Self-administered 
questionnaire during 
pregnancy 
Up to first visit 0.9%, physical, 
emotional, sexual 
Not specified Up to first visit 6.6%, physical 
Taggart (1 995)45 Varied 20%, physical ‘Partner or someone 
important to you’ 
aRefers only to violence by the ‘the man you are with’; bRefers only to violence by a ‘partner’ 
THE IMPACT OF DOMESTIC VIOLENCE 
Violence against women is increasingly recognised as an 
important public health issue that has serious con- 
sequences for their physical and mental health. Domestic 
violence has been associated with psychiatric illness, 
including depression, anxiety, post-traumatic stress dis- 
order and suicide.*O In addition, many women experience 
physical injury or continuing physical health problems as a 
result of a violent attack or sexual assault.21 Apart from the 
personal costs of domestic violence, there are economic 
costs to society, related to the use of resources such as 
medical treatment, housing, legal assistance and counsel- 
ling8 Children are often involved as a result of witnessing 
or experiencing violence between their parents; up to 36% 
of children of violent relationships witness their mothers 
being assaulted.22 
THE IMPACT OF DOMESTIC 
VIOLENCE ON OBSTETRIC OUTCOME 
Domestic violence has an adverse effect on the health of 
the pregnant mother and her child both before and after 
birth. Domestic violence during pregnancy has been asso- 
ciated with placental abruption, chorioamnionitis, stillbirth, 
miscarriage, low-birth-weight infants and premature 
lab0ur.~3-~~ Abdominal trauma during pregnancy may lead 
to fetal fractures and rupture of the mother’s uterus, liver 
or spleen26 and in extreme cases the violence may result in 
maternal or fetal death.27 
Studies have found an association between maternal 
health risk behaviours and domestic violence during preg- 
nancy. Associated increased smoking, alcohol and illicit 
drug use are all potentially injurious to the mother and 
developing fetu~.~*.~’ Women may use these substances in 
an attempt to cope with the trauma and stress of living in 
an abusive relationship. 
The nature and extent of the association between 
domestic violence and poor obstetric outcome is unclear. 
Some studies have not been able to establish violence as an 
antecedent factor for some outcome variables and more 
prospective work is needed. 
Women who experience domestic violence in pregnancy 
appear to be less able to make proper use of antenatal care, 
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leading to late booking and non-attendance.70 Also, they 
are more likely to describe their pregnancy as unplanned 
and elect to have an abortion.'2~51~s2 Higher rates of 
domestic violence have been associated with increased 
parity, being divorced or separated1* and being better 
educated than the partner. l8 Protective factors include being 
older and having a confidante or social ~upp0r t . l~  The 
presence of abuse should be considered when women 
present with any of the following indications: 
late booking 
poor obstetric history 
vaginal bleeding 
genitourinary infections 
injuries to tlie face, head. neck, chest, or abdomen 
unresolved admissions 
repeat presentation with depression, anxiety, self- 
harming and psychosomatic symptoms 
substance misuse, excessive alcohol use. 
INTERVENTIONS IN 
HEALTH CARE SEWINGS 
Protocols and good practice guidelines for dealing with 
domestic violence have been developed by the Royal 
College of Midwivesj3 and the Royal College of 
Obstetricians and Gynaecol~gists.~~ A recent Department of 
Health report has advocated training and education for all 
health professionals and the use of routine screening to 
iden@ cases of domestic violence.35 
General practitioners are often consulted by women 
needing help for injuries or symptoms resulting from 
domestic violence. However, women frequently report these 
contacts to be unhelpful. General practitioners tend not to 
enquire directly about the cause of any injuries and over- 
prescribe antidepressants and tranquilliser~.~~ In the USA, 
similar findings have been reported in emergency rooms, 
with up to a third of  female trauma patients identlfied as 
suffering from domestic violence.' 
The failure of health professionals to identky domestic 
violence and offer appropriate intervention has heen 
attributed to a number of factors, including: 
lack of knowledge and adequate training 
lack of time 
fear of offending the woman 
fear of opening-up issues that could get out of control 
a belief that domestic violence is not the province of 
health professionals 
feeling powerless to .fix' the situation.38 
Furthermore, in the absence of direct questioning, women 
do not volunteer information about experiences of 
domestic violence due to embarrassment and shame.37 
INTERVENTIONS IN OBSTETRIC SETTINGS 
All pregnant women have contact with health service 
professionals, which provides an opportunity to identify 
and help women experiencing domestic violence. Studies 
in obstetric settings have shown that the use of repeat 
screening and a structured screening questionnaire 
significantly increases the rate of detection of domestic 
violence.39 
Midwives are ideally placed to identlfy and intervene in 
cases of domestic violence: they spend considerable 
amounts of time with women; they visit women in the 
home; they have an opportunity to conduct physical 
examinations; and they have the opportunity for confidential 
time alone with women. Obstetricians should also be alert 
to domestic violence being the hidden cause of many 
presenting symptoms. 
Simple measures include giving all pregnant women 
information about local supportive services, such as the 
Women's Aid Federation and Refuge, and asking simple 
sympathetic direct questions such as 'Do you and your 
partner fight?', 'Does it get physical?' or 'Have you been hit 
or hurt?'. Women who disclose violence require a 
sympathetic and non-judgemental hearing. Their safety 
should be assessed (death is more likely if violence is 
accompanied by threats to kill, use of weapons or sexual 
abuse) and hospital admission can act as a safety valve. The 
following comments illustrate women's experiences of 
routine enquiry for domestic violence in a South London 
maternity ~ervice:~O 
It helped that she didn't behave like 'he's done that to you!' 
ma t  would have made me feel bad. She didn't make it seem 
like she was shocked. She was very understanding and she 
didn't ask me questions like 'pvhy did you let him do this'. She 
didn't judge me. She just listened and was saying 'okay; you're 
doing fine, just remember that you're strong now, you've gotten 
through this'. She was praising me for having tlie strength to 
pull through this and that's what made it easier for me to give 
her more information at-mut what happened. 
It would be easier to speak to the same midwife because every 
time you see someone different you're re-living everything 
again and again. They've got to fmd out everything from the 
beginning. You think you can't do it and it's die sort of thing 
that puts you off. 
When someone asks me the question [about domestic violence] 
it tneans they're interested in what I have to say, w-hich tnakes 
me want to say something. If I just said something about it 
myself, I don't know if that person wants to listen to me or not. 
That's why it's hard to bring it up yourself. 
Documentation should be meticulous and confidential (i.e. 
not in the handheld notes) and an offer made to inform the 
police (domestic violence is a crime). Follow-up support by 
the same health professional to whom the woman discloses 
abuse is essential during both pregnancy and the postnatal 
period. Women are best placed to assess their own safety, 
but it is worth discussing an 'exit plan' d the violence 
worsens. As yet, there is little in the way of proven or 
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effective interventions with perpetrators to stop violent 
txhaviour. I Iealth professionals should avoid being 
judgeniental about a woman's decision to stay with a partner 
nnd avoid being taken in by seemingly caring partners who 
dominate or never lcave the woman alone. 
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